MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _.&_M 063

DEPARTMENT OF PUBLIC HEALTH AND WEL FAR/ A A
DO NOT WRITE - AMENDED Registration Distriet Ne. _________ yﬂ_-- Primary Reglatration District No/________,__ﬁ___geg.,h-,r s No. ______

ON THIS STUB F_LEE? HEL ‘)17 'I‘-Il\l
1. PLACE OF U!’ATH 2. USUAL RESIDENCE [Where deceased lived. If inatitution: Residence before

VS 300 a. COUNTY J&ckS on a. STATE Mis 8 ouri. COUNTY Jacks on sdmission)
Rev. 4759 b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . CITY Inside Limirs

'ow8  Kansas City 4 yrse. TowN Kansas Clty Yes (X No []

. FULL NAME OF {If NOT in hospital, give location} Inside Limit d. STREET 1 i i i i
HOSPITAL OR e Limils ADDRESS (It cutside, give location) Reside on Farm

NSTIUToN Jaekson County Hosplth® & oo 1657 Oakley w0 N

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
F

{Type or print}
Fred Albertus H ubbard ofamn 12 12 1963

5. SEX 4. COLOR OR RACE 7. Marvied [ Never Married [J |8. DATE OF BIRTH | ¥ AGE (last birthday) [ IF UNDER 1 YEAR IF UNDER 24 HR

Nh le W,h.i 1@ Widowed O Divorced ] 1-24-84 79 WTI—W

10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY

dET mmE:f orklig life, sven if retired) Sheffield Stee]_ Mou_nt. vernon . Ohio _U .s A

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE

Henr; DeForest Hubbard [ Florence Reynolds Hubba
15. WAS DECEASED EVER IN .5, ARMED FORCES? 146, SOCIAL SECURITY NO. . Address

(Yes. no, or unlmown)j {If yes, give war or dates of servi rd

No

DATE AMENDED

8. CAUSE OFPDE?TH {Enter only one tauie per ling S —
AR

.
ERVAL BETWEEN
). DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (8] @Mﬁﬂb— 5&““ _MMJ

DOCUMENT

Conditions, if any, DUE TO (b)
which gave rise to
shove cavse (a),
warting the under-
lying cause |ast, DUE TO (k)

PART 1. OTHER SIGMIFICANT CONDITIONS COMNTRIBUTING TO DEATH bur not relaled to the terminal PART MII. If deceased was fomale was
disease condilion given in PART | (a) there a pregnancy in last 90 days.

Ii\"n | { No [ O unknown

. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? a a ]
YES [ NOM
. TIME OF Houw Month, Day, Yesr I
INJURY a.m.
p.m.

INJURY OCCURRED F9e. PLACE OF INIURY (e.., in or about hame, | 201, CITY, TOWN, OR LOCATION
" WHILE AT WORK [] farm, factory, sreet, ofiice bidg., etc.)

NOT WHILE AT WORK []
11—6-63 1o. 12-1:2-63 and lasr saw :Ie':‘ alive on. 12—11-65

___m on the date stated above, and to the best of my knowledge, from rhe causes sfated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

I attended tha deceased from.

Dosth oceurred at

[Dearee of Tiile) - m — % Z7c. DATE SIGNED
Vin'/ 4 J’/éi
T3, NAME OF CEMETERY OR C 25d. TOCATION {City, Town, o :nunry) Y5rad)

f‘gthnemyfly?n, 23b. DATE
peci

24.B|:tl;ﬂIE.R|iALa.DIEECTOR 12-16-63 ADDRESS Memori&LE?%‘%lpﬂiﬁ“_Q%mﬂeFocAL EG. 26.?%%1‘11@_
WEILERT FUNERAL HOMES(S) K.C.,M0. | J2-/7- &3 @4 M

{Licensed Embaimer’s Statement on Revoree Side)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

Ge P+ NC VALITA  ucoicaL CERTIFICATION

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my ;J.ersonal supervision. 6 f W
Student. ' Signed

Signature of Student Embalmer
Licensed Embatmer No. % 7 { :
- p.O. AddreSsM .

_ Note: The above MUST BE SIGNED BY THE LICENSED, EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). : R .
if embalmed by a STUDENT, he also shall sign in his OWN handwrmng e : :
If this body is not embalmed, fact should be so stated above.
R R T S R T ':-‘-'J PR+ RS SOV S TN el




